care, with the parent claiming no knowledge of the cause. The â€˜¿ illnesses' are prolonged and treatments ineffective. Symptoms only occur in the mother's presence. The mothers have unusually close relation ships with hospital staff, and many have incomplete nurse training or other medical contacts. They appear to have few social outlets. Uninvolved, emotionally distant, husbands are typical and there is often family dysfunction. Approximately one-third of mothers may have features of Munchausen's syndrome (MS), while others appear depressed or have a personality disorder.
Case report
A ten-year-old boy (A) was brought to the emergency room by his 36-year-old mother (C) with a history of hallucinations, bizarre behaviour, and allergies.
Case history of A A was born at term following a normal pregnancy. He was a robust, cuddly infant. Because of alleged multiple allergies he was fed a strict vegetarian diet until four years and taken to numerous doctors. His mother was dissatisfied with most of them because she felt no one believed her. No objective evidence of allergy was found. A developmental assessment at four years because of behavioural problems was normal. At seven years behaviouraldifficulties peaked, resultingin foster care for six months. Shortly afterwards he disclosed sexual abuse which was confirmed: the perpetrator was C's stepfather. He responded well to psychotherapy; however, his mother insisted his difficulties were more severe than appreciated. Throughout, his mother obtained the services and support from many agencies and strongly maintained that â€˜¿ allergies' were the cause of all his difficulties. The result, an intense over-involvement with every aspect of his life. A was immediately admitted to an in-patient psychiatric unit. He was a healthy child. His medications were discontinued and no evidenceof psychosis was observed over a six-week admission, or since. He was friendly, considerate, socially skilled, perceptive and got along well with his peers. Food to which he was alleged to be allergic was gradually introduced with no ill-effects. Psychological assessment revealed no evidence of psychosis, but indicated fears of victimisation, rejection, abandonment, and a poor self-image. When his mother was absent few behavioural problemswerenoted. However,when shevisited he ignored his peers and was oppositional.
Shortly after termination of
His mother, C, was initially anxious,agitated, aloof, mistrustful, and described long lists of behavioural difficulties, which were usually at variance with staff observations. After receiving special attention from the nursingstaff and one of the authors(GCF) she became more trusting, even close to staff, seeming to gain much satisfaction in lengthy discussions of her own problems.
Several in-depth mental state examinations revealed an affectively constricted and isolated woman plagued with feelings of inferiority, worthlessness and a low sense of self esteem. She saw herself as a dedicated advocate of a disturbed child. Fabrication of her son's medical history and â€˜¿ coaching' him to fabricate symptoms were suspected: she was confronted, and child protection became involved.
Hismotherdeniedany fabrications.Theboywasdischarged home with child protection supervision, and his mother engaged in intensive psychotherapy.
Case history of C C, an intelligentand articulate lady, is the eldest of three siblings. An extensive family history of sexual abuse was reported, but has not been confirmed. A cousin has schizophrenia. C had three failed relationships.
As a child she felt ignored and unwanted. She believed (but could not clearly recall) sexual abuse by her stepfather during early childhood. She recalled feeling wanted and cared for when physically ill. During the course of psychotherapy an extensive history emerged.
At age 15 years she left home to volunteer in a nursing
home for severely handicapped infants and over the next six years she claimed she operated four separate â€˜¿ safe houses' for street people and addicts â€"¿ obtaining intense satisfaction in caring for others. She was raped twice, and worked as a model. At age 17 years she pretended she was her 21-year-old twin sister (she has none) and disguised herself as such. At age 18 years she had an appendectomy, although the need for this is uncertain. When 19 years old she said she was left to die of pneumonia on a geriatric ward. She also claimed to be involved with the Mafia, to have been later taken hostage by them, and dated â€˜¿ hit men'. There is also an uncertain history of nursing training. These, plus many other tales, led to the suspicion of pseudologia fantastica. Diagnostically, she demonstrated features of both narcissistic and histrionic personality disorders. After nine months of psychotherapy a turning point was achieved when she was able to acknowledge that as a child she had to exaggerate, otherwise no one would take notice of her. She has always strongly resisted any suggestions of fabrication. In therapy, her grandiose presentation and faÃ §ades havesignificantly decreased andsheis able torelate affectively in a more appropriate manner. She no longer focuses on her children as problematic and has almost given up the belief that her son's allergies were the cause of all his problems.
Discussion
As far as we know, this is the first report considering psychiatric illness as partof MSP. The essential criteria for MSP are: illness fabricated or produced by a parent, the child frequently presented for medical care, and symptoms and signs disappearing when the child is separated from the parent. Our case would appear to loosely satisfy these criteria. It is noteworthy that the mother took her child to spiritualists and faith healers, as well as doctors, in her quest for treatment.
This case reinforces Meadow's warning that there is â€oe¿ no sharp dividing line between deliberate falsification (malingering for conscious gain) and abnormal illness behaviour in which there is unconscious gainâ€• (Meadow, l984b). Early on, C consciously obtained the services of medical and social agencies; however, her deeper motivations were unconscious. Although it was difficult to disentangle the truth, consistent threads of actual or threatened abuse, abandonment, and rejection emerged in the mother's history. She perceived, and continues to see, the world as a threatening and lonely place and is hypervigilant to any hint of betrayal or abandonment. It seems likely that during childhood she was abused and emotionally disqualified in a general sense. To meet her needs for recognition and nurturance of â€˜¿ self', she could only become the valiant mother of a disturbed child. This became a natural vehicle for her parenting, love, and acceptance of care for herself. Libow & Schreier (1986) classify MSP into prototypical â€˜¿ active inducers' , â€˜¿ help seekers' , and â€˜¿ doctor addicts'. Active inducers, although rare, are the most commonly described. Dramatic histories, active production of symptoms, and frequent presentations for care are usual. There are few diagnostic assessments of these mothers, but they appear to show severe psychopathology. â€˜¿ Help seeking' mothers fabricate illnesses that look like prototypical cases; however, the children are presented on fewer, or only single, occasions. They are motivated by mechanisms different to those of â€˜¿ active inducers'. Confrontation helps these mothers com municate their â€oe¿ anxieties, exhaustion and depressionâ€•. Unlike â€˜¿ active inducers', who resist intervention, they more readily accept psychotherapy and support, indeed they are often relieved. â€˜¿ Doctor addicts' differ in that the children are older. The mothers are more â€oe¿ suspicious, antagonistic, and paranoid,â€• rather than helpful and pleasant as are most â€˜¿ active inducer' mothers.These mothers (and some fathers in our experience) insist on treatment of their children for non-existent illnesses. They do not actively fabricate illness. This case displays features of two categories, initially appearing to fit most closely with a â€˜¿ doctor addict' pattern. Later, with her insistence that her son was psychotic, her relief when the child was admitted, and her ready acceptance of psychotherapy and support, she appears like a â€˜¿ help seeker'. Whether features of an â€˜¿ active inducer' were present is questionable. She did engage in long and dramatic descriptions to her son of his symptoms, but whether she actively â€˜¿ coached' him is unknown. She also presented her son frequently, admittedly not just to physicians, for care and â€˜¿ treatment '. Meadow (1990) has suggested that MSP is likely to be a spectrum disorder. It is a common experience to see parents who insist their behaviourally disturbed children have numerous allergies or that asthma is more severe than it really is. In North American child psychiatric practice, dysfunctional families often demand a diagnosis of attention deficit disorder (â€˜an illness') as a cause of behavioural disturbance. Often a child is â€˜¿ maintained' in a position of â€˜¿ illness' or behavioural disorder as a way of deflecting away from other causative factors. These cases are difficult to manage. The clinician must not encourage illness seeking behaviour yet must not alienate the parent(s). Such parents maintain their children in positions of illness for a purpose, be it to deflect away from a difficult marriage or to satisfy deeply unconscious needs for nurturance. Frequent changes of physician, sometimes perceived as rejections, or altercations with physicians only cause some parents to follow their crusade more forcibly. It may be the beginning of movement along an increasing spectrum of factitious disorder from belief in illness to actual falsification. Woollcott et al (1982) describe four cases where mothers went to extreme lengths to obtain medical care for their children. In these cases, rather than actively fabricating illness, the mothers were con vinced their children were ill. In the â€oe¿ allergic form of Meadow's syndromeâ€• (Warner & Hathaway, 1984) mothers were driven by beliefs that their children had allergies, against medical evidence. Our case demonstrates the same â€˜¿ limpet-like' attachment of mother to child, dissatisfaction with physicians, involvement in fringe activities (spiritualism and faith healing), and severe restriction of the child's life.
Allergy has been reported as an associated feature of MSP (Rosenberg, 1987) . This case would also support Meadow's (1982) warning that a history of allergy is one of several signs that should alert a physician to the possibility of factitious illness. Libow & Shreier's categories are not mutually exclusive and degrees of each may be present at the same time. Movement between categories is probable, one form evolving and merging into another. Without intervention any evolution will probably be from less to more severe.
As doctors, we are trained to accept unconditionally the histories we are given, but sometimes we are deliberately misled. Meadow (1982) lists the warning signs for MSP; possibly we could add involvement in â€˜¿ fringe', or unorthodox treatments, as a warning factor. Although we cannot diagnose this as a case of MSP, such considerations must be part of a full differential diagnosis, and the inclusion of psychiatric illness has not been considered to date in the literature on this disorder. Physicians must be alert to all warning signs at all times, but especially in unusual, unexplained, complex, or â€˜¿ insistent' cases. After all, it is the children who ultimately suffer.
